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During times of limited funding and health care chal-
lenges, hospitals and clinics must continue their com-
mitment to give excellent, ‘gold standard’ care to
bereaved families. Since families only get one chance to
“do it right” when their baby dies in miscarriage, still-
birth, and infant death, they deserve excellent care. A
premier perinatal loss program needs solid leadership;
administrative support; financial resources; system-wide
communication and coordination; and well-trained and
supported staff, who can then offer individualized
patient-based, comprehensive, and compassionate care
to bereaved families. [1,2]
Hospital management that supports the development,
continuity, and ongoing financial support of a well-
planned and implemented hospital-wide perinatal loss
program, is the first component found in a Gold Stan-
dard program. All areas of the hospital that work with
perinatal loss, clinics, emergency departments, surgical
services, and the birth center, must be included in the
program. Financial support allows for staff hours dedi-
cated for bereavement support and budget for educa-
tion, training, materials, resources and events. [1]
The second component of the program is that all staff
is appropriately and routinely trained, mentored, and
supported, and that the program is based on compre-
hensive national standards, protocol, and policies [3].
Annual, mandatory education of staff, frequent updates,
area workshops, and clear guidelines are essential [1,4].
Mentoring of new or unsure staff, support with paper-
work, and help with memory making activities are
important areas of focus. Recognition and support of
staff is also essential for a successful program.
The final component of the program is that there is
an integrated process that offers seamless, excellent care
to each and every family from the time of their diagno-
sis, during their hospital stay, and with ongoing care by
their medical provider team, including clinic points of
contact. Initial communication and referral upon diag-
nosis is critical for informing and educating families
regarding their options [2]. When possible, slowing hos-
pital admittance and sharing practical resources is
recommended to assist families in preparation for the
birth of their baby. This strategy usually results in les-
sened shock and more control for the parents. Birth
planning and companioning, which is presently being
offered by trained hospital/clinic staff, local care compa-
nions, and by Baby Loss Advisors™, can provide
families with individualized, culturally specific care [5].
This care and support occurs prior to induction,
throughout the process of meeting and saying goodbye
to the baby, and continues post hospital discharge.
When this type of adjunct care paradigm is utilized, par-
ents have a better chance of receiving comprehensive,
consistent, and ongoing care.
Bedside care of the family includes involvement of
extended family and friends, sibling care, memory mak-
ing, and education of parents regarding handling of
baby’s body and funeral planning [6,7]. Consistent,
informed caregivers are critical during this difficult time
for the family. The time of saying good-bye to the baby
has been found to be one of the most difficult times
during the family’s bereavement experience. Bereave-
ment and medical discharge planning allows for a time
to provide education, resources and a transition to
home after the loss. Follow-up care involves supportive
phone calls, support groups, and other touch points
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such as community memorial events [8]. Such ongoing
care may help the family continue to heal.
Barriers to the Gold Standard program are related to a
lack of financial resources, staffing issues and needs,
healthcare provider’s lack of interest, and communica-
tion challenges. However, a designated individual, who
is responsible for advocating and directing the program,
can work with leaders and providers to put bereaved
families first and help them honour the lives of their
babies. [2].
A Perinatal Loss Gold Standard manual, which
includes checklists, assessment tools, and policy tem-
plates, was presented as one option to aid hospitals in
developing and improving their own program [9]. The
RTS program was also offered as another resource for
hospital program training and development [1].
Published: 15 April 2015
References
1. Gibson J, Finney S, Boilanger M: Developing a bereavement program in
the newborn intensive care unit. The Journal of Perinatal and Neonatal
Nursing 2011, 25(4):331-341.
2. Weinhold O: The perinatal concerns program. Maternal Child Nursing 2007,
32(1):30-35.
3. American Academy of Pediatrics & American College of Obstetrics and
Gynecology: Guidelines for perinatal care. Elk Grove Village, Il.: AAP;, 5 2002.
4. Nallen K: Midwives needs in the relation to the provision of
bereavement support to parents affected by perinatal death. Part two.
MIDIRS Midwifery Digest 2007, 17(1):105-112.
5. Ilse S: Empty Arms. Wayzata, Minnesota: Wintergreen Press;, 2 2013.
6. Callister LC: Perinatal loss: A family perspective. Journal of Perinatology
Neonatology Nursing 2006, 20(3):227-234.
7. Capitulo K: Perinatal bereavement. Maternal Child Nursing 2005,
30(6):389-395.
8. Catlin A, Carter B: Creation of a neonatal end-of-life palliative care
protocol. Journal of Perinatology 2002, 22:184-195.
9. Ilse S: Perinatal Loss Gold Standard Policy Manual. Wayzata, MN: Babies
Remembered/Wintergreen Press;, 2 2014.
doi:10.1186/1471-2393-15-S1-A13
Cite this article as: Steen and Ilse: Mediocre or excellent-where does
your facility stand? Becoming a perinatal loss gold standard hospital.
BMC Pregnancy and Childbirth 2015 15(Suppl 1):A13.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Steen and Ilse BMC Pregnancy and Childbirth 2015, 15(Suppl 1):A13
http://www.biomedcentral.com/1471-2393/15/S1/A13
Page 2 of 2
